valid reason for attendance at a clinic? Assessment of menstrual complaints needs to be improved, and further research is required to understand the part played by the cultural beliefs of both women and clinicians. The comorbidity of menstrual complaints shows that the conventional partitioned thinking about menstrual problems will be unhelpful in most cases.
(Accepted 22 March 2001)

Primary care groups
Progress in partnerships
Caroline Glendinning, Anna Coleman, Cathy Shipman, Gill Malbon Partnership-between organisations, services, and frontline staff-is widely promoted as an alternative to large scale structural reorganisation of the relation between the NHS and local government. However, there is still relatively little evidence on the effectiveness and outcomes of such partnerships. One of the difficulties in establishing an evidence base is the wide variety of relationships that can be described as partnerships. A second difficulty is the risk that working in partnership may be regarded as an end in itself rather than as the means to an end. The Audit Commission identified four potential areas of focus for groups working in partnership in public services (box).
1 However, implementing these activities and measuring progress is far from easy.
The Health Act 1999 imposed a duty on all NHS organisations to work in partnership. Nowhere has working in partnership been given more backing than in the relations between the NHS and local authorities, where collaboration is required to tackle "wicked issues" 1 -that is, complex problems like health improvement, community safety, and community care. Primary care groups and trusts are required to give priority to forming partnerships with local authorities' social services departments, especially in developing services for older people. In its plan for the NHS in England, the government announced that additional financial
Summary points
Primary care groups and trusts are expected to develop partnerships with local authorities, particularly for commissioning services and developing services for older people Nearly half of the groups and trusts surveyed do not routinely consult with social services when commissioning community health services, and even fewer consult with social services about commissioning acute care
Relationships between frontline social services staff and community based and practice based health professionals are improving The government anticipates that primary care trusts will work increasingly with social services departments to commission integrated health and social care services for older people and people with mental health problems using new powers in the Health Act. These "flexibilities" relax previous legal duties and allow health and local authority organisations to pool budgets for specific services, delegate responsibility for commissioning services to a single "lead" organisation, and integrate the provision of health and social care. Furthermore, the care trusts proposed in the NHS plan, which will be able to commission and provide integrated services, 2 will have equal representation from NHS and local authority partners on their boards. Where collaboration between primary care groups or trusts and local authorities is judged to be ineffective, powers in the Health and Social Care Bill 2000-2001 allow the Secretary of State to require the use of pooled budgets, lead commissioning, and integrated provider flexibilities to improve the integration of services.
These developments are expected to follow a tight time scale at a time of extensive organisational change-that is, as primary care groups are merging and becoming trusts and as local authorities are creating new cabinets and executive structures. These changes may disrupt emerging interagency partnerships and collaborations particularly in cases in which structural reorganisation is accompanied by changes in boundaries. Furthermore, the experience of collaborative activity in primary care is limited because joint planning and commissioning has previously been the responsibility or health authorities. 3 4 We discuss the progress made by primary care groups and trusts in developing partnerships with their counterparts, their local authorities. A later paper in this series describes how the health improvement strategies of groups and trusts involve collaboration and partnership. 
National tracker survey
The national tracker survey is a longitudinal survey of 72 of the 481 primary care groups established in 1999. 6 The first survey was completed in December 1999 and the second in December 2000. The survey was summarised in the first article in this series. 7 The evidence in this article is derived from telephone interviews with 69 of 71 chief officers of primary care groups and trusts and postal questionnaires returned by 43 of 71 representatives of social services between October and December 2000.
Governance
The boards of primary care groups and the executive boards of trusts are required to include a representative from the local authority's social services department. Since primary care groups were established, these representatives have generally been senior managers within their own departments who are responsible both for commissioning and developing services and are often also responsible for other health related developments within their department or the wider local authority. However, only 27% of the representatives of social services hold formal office on primary care boards: 5% act as vice chairs and 22% as chairs or convenors of a subcommittee or working group. Social services representatives mainly are involved in subcommittees on community development (37% of representatives), developing primary and community health services (40%), and collaboration with local authority services (33%). There are few representatives from other local authorities (where primary care groups and trusts cross local government boundaries), from district councils (in areas with two tier authorities), and few elected councillors participate.
Developing and delivering services
Collaborative commissioning is a key challenge for groups and trusts and one for which the benefits are clear, especially in terms of developing integrated services. Such collaboration is a radical departure from the competitive culture of the NHS's internal market.
Commissioning
A third of primary care groups and trusts still have no subgroup that handles commissioning; in those in which there is a subgroup, membership is heavily biased towards general practitioners (who are members of 94% of commissioning groups) and community nurses (who are members of 58% of commissioning groups). Other practice staff, community health service managers, clinicians, acute care staff, other health professionals, and lay people are even less well represented. Only two fifths of commissioning subgroups include a representative from social services.
Consultations to inform commissioning decisions are also largely held with primary care and community health professionals, although two thirds of groups and trusts consulted hospital doctors and nurses about commissioning acute services. Representatives from social services were more likely to be consulted about commissioning community health services than about acute health services, but nearly half of the groups and trusts surveyed reported that they had not consulted any representatives from social services.
In contrast, collaboration with other groups and trusts was widespread, with all chief officers reporting some kind of collaboration in commissioning hospital services, and most groups collaborated in commissioning community health services, presumably from the same providers.
Joint commissioning with social services
The NHS plan emphasises that social services departments are key partners for groups and trusts and that collaborative performance will be closely scrutinised. However, in most groups and trusts the responsibility for jointly commissioning services for older people and for those who are mentally ill is still shared with the health authority; only 11% of primary care groups and trusts have taken over all responsibility for jointly commissioning services for older people (figure).
Joint investment plans-under which the needs of and services for older people, people with mental illness, and groups of disabled people are reviewed by health and social services authorities togetherprovide a specific focus for joint commissioning. A third of board members with primary responsibility for commissioning reported working on a joint investment plan during the past year; this is an increase from 16% in the first year. Just over two thirds expected that their group or trust would take more responsibility for the joint investment plan in the coming year.
Making shared decisions about investing one partner's resources requires trust between partners. A further indicator of robust commissioning partnerships, therefore, is the extent to which groups and trusts collaborate in investing resources from social services that have been specifically earmarked for developing partnerships. Altogether, 88% of groups and trusts were using partnership grants; 90% were using prevention grants; and 75% were using the carers' grant. These were all modest increases from a year earlier.
When asked to identify their priorities for working in partnership with social services, 91% of chief officers cited the need to address services for older people (also a key priority in the NHS plan); 58% cited mental health services for adults; and 35% cited services for families and children. Specific strategies developed to provide services for older people-including providing rehabilitation in the community, intensive care and 24 hour rapid response home care, and joint assessments (table)-reflected the priorities set out in the NHS plan.
Improving collaboration on the front line
These slowly developing partnerships were reflected in reports of improved collaboration among staff in social services, general practices, and community health services. According to representatives from social services, relationships between social workers and general practitioners have improved greatly in over a third of primary care groups and trusts, and they have improved a little in a further half. Similar improvements have been reported in relationships between social services staff and community health staff. Joint training of NHS staff and local authority staff had taken place during the past year in 64% of groups and trusts, and more training was planned in a third.
Wider partnership networks
Beyond their relations with social services departments, there was considerable variation in the effectiveness of the networks formed by groups and trusts with their wider local authorities' services. Partnerships with private sector organisations were comparatively common, with 59% of groups and trusts involved in joint initiatives. The most common partners from the private sector were pharmaceutical companies, organisations that provided community services such as physiotherapy, and independent providers of long term or residential care. Participation in multiagency initiatives, such as local regeneration projects or leisure and recreation developments, was also relatively common. Additionally, the proportion of groups and trusts contributing resources to non-NHS initiatives that addressed leisure, community development, or support for carers, had doubled over the past year, from 48% to 81%. Almost half of the primary care groups and trusts surveyed were contributing to at least three such initiatives. 
Plans, progress, opportunities, and threats
According to the social services representatives surveyed, two thirds of the primary care groups and trusts were using or planning to use the flexibilities in the Health Act, an increase from only 13% in the first year. This is similar to the proportion found in a recent local government association survey. 8 In contrast to the priorities outlined in the NHS plan, however, the most common services covered by groups' and trusts' plans were for adults with learning disabilities or mental illness, and only half of the groups and trusts were aiming to develop integrated services for older people.
Barriers to working in partnership remain. Primary care organisations' existing interagency and interprofessional relations may be disrupted by mergers and by becoming trusts. Moreover, differences in the boundaries of primary care groups and trusts and local authority departments continue to present problems in aligning both the planning and delivery of services. Over the past year, there have been few changes in boundaries and these have been nearly as likely to increase the problems of joint working as to reduce them. Only a sixth of groups and trusts were planning to merge or become trusts because they wanted to align their boundaries more closely with those of their local authority partners. Additionally, other issues were perceived by social services representatives as barriers to partnerships; these barriers included other structural and organisational differences (for example, the perceived organisational capacity or different arrangements for accountability) and the preoccupation of primary care groups and trusts with medical issues of concern to general practitioners (for example, clinical policies or prescribing).
Overall, the capacity of groups and trusts to work in partnership is still far from developed, and more still have a long way to go before the integration envisioned in the NHS plan is achieved. The planning and commissioning of services seems particularly fragmented, with social services representatives (and many other stakeholders) remaining marginalised in the commissioning of acute care services and community health services. Joint commissioning with local authorities is still heavily supported by health authorities. These areas of activity urgently need better integration if the ambitions of the NHS plan are to be realised.
Nevertheless, primary care groups and trusts clearly recognise the need for closer collaboration, particularly with their local authority partners, in developing services for older people and for people with mental health problems. They also recognise the need for partnerships in developing a vision and formulating strategic objectives. The next stages of developing partnerships-planning detailed activities and managing operations jointly-will depend on a maturing of relations and the development of trust and increased familiarity. Such partnerships are more likely to deliver real changes than those imposed as a penalty for poor performance. 
A patient who changed my practice
It is too easy to blame only the patient
As a trainee general practitioner in ophthalmology, I spent every Monday morning in the diabetes clinic. After five years in hospital medicine I had come to associate a fat stack of notes in young people with poorly controlled diabetes and the inevitable "you must do better or you will go blind/get renal failure/get angina/have a stroke" advice falling on deaf ears. I always felt that, no matter how I explained things, these sorts of patients either didn't understand, didn't believe me, or just didn't care. One morning I came in and found that the set of notes on the first patient was eight inches thick; they belonged to a young lady who had had diabetes for 20 years. Looking through the notes, I saw there were numerous entries documenting high blood sugar, poor compliance with attempts to gain better control of her diabetes, a progressive decline in renal function, and extensive retinopathy.
Instead of the difficult patient I had imagined her to be, I met a charming, intelligent young lady who worked in a bank. On talking to her, it soon became apparent that she was fully aware of the implications of poor control but terrified of hypoglycaemic episodes and the disastrous effect these had had on her work in the past. Her attempts to gain better control of her diabetes had always resulted in hypoglycaemic episodes early in the morning, and she was under pressure from her manager because of all the time she had taken off work to make hospital visits. She wanted to minimise her long term complications but didn't want to lose her job.
After she left I reflected on her case. In the past, she had been asked to aim at a level of control at which the side effects were incompatible with her lifestyle; this had led to poor compliance, mutual frustration and distrust between doctor and patient, and the onset of complications. When compliance is poor we all too often blame the patient rather than look for the reasons and accept some of the blame for setting unrealistic goals.
How did this change my practice? When I meet a patient whose compliance is poor I try to remember that, although doctors are often influenced only by medical factors, patients are pulled in many different directions by social, psychological, and medical influences, and they attach priorities to these that often differ from ours. Failing to account for these differences will inevitably prevent the delivery of effective care.
R J Daniels general practice registrar, Devon
